Details of the technique employed in performing these operations have been so fully described by me in the Obstetrical Transactions of the Royal Society of Medicine that the following summary will sufficiently explain my procedure and record my observations.
In the first place I attribute my success to a great extent in substituting craniotomy for Caesarean section in cases where, in addition to rupture of the membranes of many hours' duration, there is also a probability of the existence of septic infection through repeated vaginal examinations having been made before the patient came under personal observation. In the early years of my operative practice I lost several patients from septicaemia through not observing these precautions, although I must admit that many cases which were undoubtedly infected, made uninterrupted or, in some instances, tardy recoveries.
Next let me urge the advisability of entering the abdomen through the rectus sheath as by so doing a firm scar is obtained, whereas a middle line incision exposes the patient to the risk of ventral hernia as the tissues in this region are attenuated by the distended uterus. Owing to the tendency to dextrorotation of the gravid organ, the incision should usually be made on the right side.
It seems to me important that two knives should be used during the operation?one to sever the abdominal wall and the other to incise the uterus. In this way there is no chance of inoculating the uterine tissues if the skin has been imperfectly prepared.
Four large swabs are placed between the margins of the abdominal wound and the uterus before the latter is opened. 
